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WANTED 


Intelligent, Ambitious Young 
Women to Enter The Nursing 


Profession. 


The Greenville City Hospital 
offers a course of training to 
young women fitting them for the 
field of general nursing and 
meeting the requirements of the 
Army and Navy Nursing Corps, 


and the Red Cross. 


Pupils will be lodged in the 
delightful nurses home—have an 
eight hour working day—Daily 


classes or lectures. 
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One-Cent 
Hearty Breakfasts 


Quaker Oats costs one cent per 
large dish. It forms almost the 
ideal food in balance and complete- 
ness. 


One chop would cost about 12 
times as much. And each egg costs 
some 4 or 5 times a dish of Quaker 
Oats. 

Quaker Oats, in calory value, is 
twice as rich as round steak. Yet 
it costs about one-tenth what meat 
and egg foods cost. 

Folks should remember in these 
high-cost days that the greatest 
food that grows still costs but little 

At this writing, this is what some 
necessary foods cost on the calory 
basis. 





Cost per 1,000 calories 


Quaker Oats ° ° . Vac 
Average Meats . ‘ . 45c 
Hen’s Eggs . - 60c 
Chicken up to $1.66 











Quaker 
Oats 


Extra-flavory flakes without ex- 
tra price. They are flaked from 
queen grains only —just the rich, 
plump, flavory vats. We get but 
ten pounds from a bushel. 


The Quaker Oats @mpany 


Chicago 
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EDITORIAL 











FOURTH DISTRICT MEETS AT 
SENECA THE LATTER PART 
OF SEPTEMBER 


The Fourth District Medical Asso- 
ciation will meet at Seneca the latter 
part of September. The secretary of 
this organization is Dr. W. B. Lyles of 
Spartanburg. Titles of papers should 
be sent to him. The by-laws of the 
Association require that am essayist 
be appointed to represent each county 
society in the district. This plan has 
The Fourth 
District has long been one of the larg- 


worked well in past years. 


est district organization in the State, 
being the first one organized. The 


Oconee County Medical Society plans 
that everything shall be arranged for 
an unusually successful meeting this 
year. 





NEWS ITEMS 
Dr. S. G. Glover, of Greenville, S. 
C., will limit his practice, after August 
Ist, to Pediatries. 





Dr. J. E. Watson, of Anderson, 8. C., 
has recently announced that in the fu- 
ture, his practice will be limited to 
Diseases of Children. 





The State oe Wisconsin, 
the Legislature, 


by act of 
will immediately es- 
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tablish a State General Hospital at the 
University, in Madison. 


The resident surgeon at Clemson 
Agricultural College has sent in his 
resignation to take effect September 
Ist. President Riggs has requested the 
Editor of the Journal to assist him in 


finding a suitable man for the position. 
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A young physician who has seen ser- 
vice in the army is preferred. 

The Legislature of the State of Ala- 
bama, at its last session, enacted a law 
requiring a health certificate of all 
men before a license for marriage. 
This law is already in foree in two oth- 


er States. 
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SOME SUGGESTIONS CONCERN- 
ING GASTRIC LAVAGE 


(;eorge M. Niles, Ph.G., M. D. 


(Gastroenterologist to the Georgia Bap- 
tist Hospital and Atlanta Hospital; Con- 
sulting Gastro enterologist to the Anti- 
Tuberculosis Association, Atlanta, Ga.) 





} 


MONG the methods of treating 


the stomach loeally, gastie lay 
age has held and will necessari 
lv hold importi nt place. Sinee it 
was first seientifically championed by 
Kussmaul .the use of this procedure 


has waxed and waned through sueces 
sive decades, until at present it has 
1 
I 


won its proper and definite place; and, 


though not universally advocated, is 
at least respected. 

Like man yother somewhat radical 
measures, gastric lavage has been sad 
ly abused by some of its over-zealous 
friends, and this abuse has built up 
against it many prejudices, some of 
them founded upon just eause, which 
wil Itake years to overcome. On the 
other hand, when judiciously employ- 
ed, under proper conditions, and with 
good technic, it will yield the most 
gratifying results, accompanied by a 


£ 


minimum of discomfort. 


Indications for Gastric Lavage. 


1) In all cases of poisoning. Some 
clinicians, with an exeess of eaution, 
have advised against the use of this 
procedure after the ingestion of acids 
alkalies, fearing that the 
tube micht perforate the eroded and 

akened gastrie mucosa. This cau- 
tion should ‘be disregarded, for the 


eood to be attained by washing from 


stomaeh the poison, before it ean 

he absorbed or sent onward into the 

iall intestine, will immeasurably 

overhalanee anv supposed danger of 
perforation. 

2 In acute vomiting. Very often 


1 lavage, repeated two or three times 
daily for just a few days, will exert 
an almost magic effect in this trying 


class of eases. 


) 


(3) In chronic gastritis, with an ex- 
cessive production and collection of 
mucus in the stomach. This statement 
will, IT am sure, excite dissent on the 
part of some eonscientious observers. 
They will point to many patients who 
have used lavage constantly for years 
without apparent benefit—perhaps be- 
ing worse off than when they began. 
To these IT would admit that the tube 
ean be greatly abused, but that in all 
probability other factors were respon- 
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sible for the retardation of improve- 
ment, 

Gastric lavage, with suitable astring- 
ents, anti-fermentatives, or sedatives, 
when employed not over two. or 
hree times weekly, I have very many 
times seen aecomplished marked im- 

vement in th . conditions, dimish- 
ing stomach dist: iiding the nutrt- 

m, clearing u pthe skin, and in other 
Ways exercising a real and tangib'e 
eood effeet on the dyspeptic and dis- 


a b n1iitpitt ) 
ss, alding The nutrition 


, clearing up 
the skin, and in other ways exercising 
2 real an dtangible good effeet on the 
dyspeptic and discouraged patient. 

+) In dilatation of the stomach 
(atonic type), with impaired motor 
power, delayed evacuation and fermen- 
tation. 

>) In dilation of the stomach 
(stenotic type), with motor  insuffi- 
ciency, gastritis and periodic vomiting. 
In no class of eases is gastric lavage 
more fruitful of benefit than in these 
two last conditions. I have several 
n patient 


s in an almost mori- 


times see 
bund state, with foul, fermenting sto- 
machs that had not been emptied en- 
tirely for weeks, soon brighten up, 
take on renewed strength, and live in 

sarative comfort for m iths. 
principally, if not entirely, from the 
benign effects of frequent and ade- 
quate lavages of their unelean sto- 
machs. 

(7) In acute dilatation of the sto- 
mach from any cause. 

7) In post-operative vomiting, es- 
pecially with reversed peristalsis. 
Lavage in such conditions must ‘be 
used with caution and with the as- 
sent of the surgeon. I have, however, 
in more than one instance seen it ap- 
parently save patients, who, without 
it, would have probably died. 

(8) In post-operative intestinal pa 
resis lavage may be employed together 
with enteroclysis. 
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(9) In intestinal obstruction, es- 
pecially intussusception, frequent lav- 
age sometimes greatly relieves abdom- 
inal distention above the point of ob- 
struction, aiding both directly and in- 
directly its spontaneous reduction. 

Some of the unealled-for and misdi- 
; to wash out the stomach 
have heen ] reels I sponsible for the 
prejudices against this really useful 
therapeutie procedure. 

The contra-indications to the use of 
rastrie lavage are in the main the same 

; those against the use of the tube for 
aspiration of a test-meal, except that 
it must be remembered that the tube 
must remain in the stomach somewhat 
longer than when only a few centimet- 
ers of fluid contents are to be extract- 
ers of fluid contents are to be extracted, 
consequently the operator must make 
due allowances for this prolonged 
time, and govern himself accordingly. 

The size of the tube should run from 
18 to 24 English 


five velvet-finished 


seldom larger and 
‘feves’’ should be 
placed at near intervals on opposite 
sides and near the end of the tube. 
There should be no opening in the end 
of the tube. 

Most tubes are marked at about 20 
Should 
they not be marked, it is well for the 


inehes from the distal end. 
operator to make a cireular mark at 
this distance with indelible ink. It is 
ordinarily about 16 to 18 inches from 
the teeth to well within the stomach— 
the distance being regulated by the 
stature of the individual and the posi- 
If the 
physician will insert the tube 1 to 3 


tion of the abdominal organs. 


inches beyond where he thinks is nee- 


essary, he will then have _ sufficient 
slack to permit of a gradual retraction 
of the tube, should the return current 
not come as freely as it should. 
Many forms of appartus, more or 
less complicated, have been used in 
gastric lavage, some of them being so 
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involved that the slightest untoward 
incident would impair the smooth 
working of the whole. 

I shall briefly deseribe some of those 
in regular use, and then at more length 
desribe the method I have found most 
efficacious. 

Irrigation of the stomach by means 
of a glass Y or T. 

This has generally been known as 
the ‘‘Leube-Rosenthal’’ method though 
some Americans, among them being 
Dr. Dr. R. H. M. Dawbarn, claim to 
have used it fully as long as the Ger- 
mans. 

A large glass irrigator, of two or 
more quarts capacity, is suspended 
slightly above the patient’s head. This 
irrigator should be plainly marked in 
cubie centimeters or ounces, so the op- 
erator can know just how much he is 
introducing into the stomach. This 
irrigator is connected with a long soft 
rubber tube by means of a Y-or-T- 
shaped glass connection; one branch 
of the glass connection being in- 
serted into a stomach-tube, the other 
into a earry-off tube that extends into 
a pail or basin. 

Here let me insert an earnest word 
of caution. Be sure that the stomach- 
tube is safely fitted to the end of the 
glass connector, and furthermore, that 
the end of this stomach-tube is never 
free from careful observation. Should 
by any reason the tube become disen- 
gaged, and accidentally slip down the 
esophagus into the stomach of the pa- 
tient, a serious lidemma is at 
This tube in all probability will be ex- 
tracted from the stomach only after 

a gastrotomy, and in addition, if the 
patient falls under bad influences, the 
physician may face a suit for dam- 


hand. 


ages. 

The irrigator tube should be closed 
with a clamp, which should remain in 
place until the stomach tube is fully 
inserted. A second clamp is needed 


Journal of the South 


on the outfiow tube, sothat, after the 
eurrent is started, it can be regulated 
by these two clamps. 

The stomach-tube being in place, the 
irrigator tube is opened, while the out- 
flow tube is clamped. This continues 
until about 10 or 12 ounces of fluid are 
While 


the flow is still entering the stomach, 


introduced into the stomach. 


the outflow tube is suddenly opened 
an da part of the current diverted, thus 
starting the siphon action. The inflow 
tube is then pinched. and inflow is 
opened, and the same process continu- 
ed until the lavage is complete. 

Some operators have a double, or 
even a triple glass T-tube, connecting 
with several glass containers, in which 
are various medicaments arranged so 
that by the simple opening of a clamp 
the stomach may be laved with any 
one of them. Some of these contriv- 
ances are more spectacular than use- 
ful. 

Al tlhings considered, I have found 
a modification of this Friedlieb appara- 
tus the most practicable for lavage 
purposes. The apparatus I prefer con- 
sists of a glass funnel, of 10 to 16- 
ounce capacity, a good resilient red- 
rubber tube about 24 English size, and 
314 feet long, and a glass connection, 
made from plain glass tubing, with the 
ends rounded by the oame of a gas or 


Bunsen burner. This glass tube 


oT 


should be about 2!4 to 3% inches long, 
sufficiently large to allow a lumen as 
large as the stomach tube, and the 
space between its fixation in the tube 


connected with the funnel. Its inser- 


tion in the stomach-tube should be suf- 
ficiently long to allow the operator to 
observe the direction of the fluid eur- 
rent, its gross contents, its free flow, 
or its obstruction. 

I prefer that the funnel should be of 
glass, which permits better observation 
of the movement of the fluid current. 
Care should be taken that the glass out- 
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let tube from the funnel is ample in 
size. Many good operators prefer a 
hard rubber funnel, both because of its 
lightness and of the lessened liability 
to breakage. 
of preference. 
The proper lavage tube having been 
safely affixed to the glass connecting 
tube, it is introduced into the esophag- 


This is merely a matter 


us, as described in the previous chap- 
ter. 

It is occasionally necessary to have 
the patient a little more thoroughly 
protected than when a test-meal alone 
is to be extracted, but I seldom find it 
needed, the two towels being ample 

The lavage tube being in the stom- 
ach, the glass funnel should be filled 
with plain water, held up, and the wat- 
er, allowed to flow into the stomach. 
Just as the water is disappearing from 
the bottom of the funnel, the funnel 
should be quickly lowered, so as to get 
the siphon action of the water. Hold- 
ing this funnel down just clear of the 
basin or pail, and considerably below 
the level of the stomach, the water 
should flow promptly, unless obstruct- 
ed by lumps of undigested food or 
kinks in the tube. If the water does 
not come freely, the funnel should be 
raised, about 6 inches of water poured 
in, and the effort made again to get 
a return flow. If necessary, the tube 
may be slightly retracted, or moved 
upward and downward until its end 
is engaged in the fiu'] in the stomach. 
Be sure that the tube is not kinked or 
that the patient is not involuntarily 
biting it. In the great majority of in- 
stances, after one to three attempts 
the water flows back freely, and the 
layage can be kept up as long as desir- 
ed. While it is going on, the patient 
should sit erectly, the head thrown a 
little forward, and should breathe deep- 
ly and rhythmieally. This will facili- 
tate the treatment. 

Should it be foun dthat the lavage 
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tube is tightly clogged, so that the re- 
turn siphonage cannot clear it, I oe- 
casionaly slip out the connecting glass 
tube, insert my Lockwood bulb, and 
with two or three quick pressures, with 
my finger closing the outlet, 1 drive 
through the tube enough air to clear 
it. During this procedure, I am par- 
ticular never to loose my hold on the 
end of the lavage tube, lest it eseape 
and be swallowed. Having cleared it, 
I replace the glass connecting tube, 
and continue as before. 

Should the patient find the ordeal 
somewhat trying, as is often the case 
at first, it might be well for the opera- 
tor not to attempt a thorough lavage, 
until the tube is better tolerated. Un- 
wise efforts, colored more by zeal than 
discretion, have in many instances pre- 
judiced patients against this proced- 
ure, when, if the operator had used 
more of both time and patience in ac- 
customing the irritable epiglottis and 
stomach to endure the tube, results 
would have been more satisfactory to 
all concerned. 

I have in many instances at the first 
attempt, siphoned out only one or two 
funnels of fluid, so as to permit the pa- 
tient to discover that gastric lavage 
was not so horrible as pictured. After 
the patients mental attitude has be- 
come favorable, the lavage can then 
be made just as thorough as desired. 

The temperature of the lavage fluid 
should be in the neighborhood of 100 
to 105° F. 
disagreeable to the patient, and very 
hot water, apart from the danger of 


Cold water is nearly always 


burns, makes the patient unecomfort- 
ably warm—sometimes bringing on 
faintness. 

There are quite a number of medica- 
ments used in the lavage water, and I 
shall briefly mention some of them that 
are the must useful and rational. 

The medicant to be employed is of 


course governed by the gastric condi- 
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tion, whether there be irritation of the 
mucosa, atony, stagnation of the con- 
tents, fermentation, hyperacidity or 
hypoacidity, or abnormal _ states 


4 


; ‘ 
Vv anatomie 


brought about lesions, 
malignant or otherwise. 

It is well to always use plain water 
until the return flow is established, and 
continue unti! the stomach is fairly 
clean. The medieated solution may 
then be used; followed by the plain 
water. Occasionally some medicated 
solution is left in the stomach at the 
close of the lavage. 

Among the agents used are borie 
acid, simple salt, bicarbonate of soda, 
nitrate of silver, ichthyol, permanga 
nate of potash, peroxide of hydrogen, 
earbonie acid, sub-nitrate of bismuth, 
clacined magnesia, ete. Another pre- 
paration possessing a wide range of 
usefulness is the alkaline antiseptic 1i- 
qquid (National Formulary), which is 
inexpensive, and adaptable to nearly 
all fermentative states. 

The operator should have on a table, 
convenient to his hand, a pitcher con- 
taing from one-half to one gallon of 
warm water. A larger pitcher is too 
bulky and hard to manipulate. He 
should also have a pint receptacle in 
which is his medicated fluid. There 
ean be on the table calcined magnesia, 
bismuth, soda, or an yother powder, 
which may be indicated. All these 
should be ready, for when he starts the 
lavage he should be prepared to go 
through with it expeditiously. To stop 
right in the midst of a lavage to look 
for somethink or to ¢ ymplete some un- 
finished preparation, is vexatious both 
to the physician and patient. 

Should there be an irritable econdi- 
tion of the gastric mucosa, ealling for 
nitrate of silver, the pint receptac’e 
may be filled with 1 to 500 solutio~, 
which may be employed midway ot 
the lavage. Should there be a fermen- 
tative or stagnated condition of the sto- 
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mach, requiring efficient cleansing, 
either ichthyol, to a mahogany color, 
permanganate of | otush. 10 to 1000, or 
Ikaline antiseptic liquid may be em- 
ployed in the medieated solution. 

Should there be an extremely acid 
state of the stomach, there can be used 
in the larger pitcher, either common 
salt, soda, or calcined maenesia. The 
last named, will not dissolve, but ean 


he aan : 
Kept Li SUSpPension 


\ agitation and 
is most useful. 

After the medicated fluid, plain wat- 
er should follow, and the lavage 
should be kept up till the water re 
turns clear, unless there is a 200d rea- 
son for stopping. 

At the close of the lavage, it is often 
advisable to leave some agent in the 
stomach. In aeid conditions, with con 
stipation, I frequently leave a funnel 

f water in which is placed one or 
inore heaping teaspoonfuls of calcined 
magnesia. This not only neutralizes 
the present hyperacidity, but also ex- 
erts a pleasant hydragogue effeet in 
a short while. Should there be ero- 
sions of the gastric mmeosa, I often 
jeave in the stomach a liberal teaspoon- 
ful of bismuth mixed in half a funnel 
of water. 

The best time of day fer gastrie lav- 
age is governed by circumstances. Un- 
less it is to rid the stomach of unde- 
sirable eontents, the lavage is best per- 

med on an empty stomach, prefer- 
thly in the morning before breakfast. 
In atonie conditions of the viseus, the 
avage should be performed the last 


i ‘fore the patient retires, if pos. 
sible, as both the cleansing and rest do 
their respective parts. 

So far as practicable, the time 
should be arranged so that the patient 
will not lose the large part of a meal 


lavage. Most of these patients are 


} 
\ 


lv nourished, an dthe loss of a liber- 
al part of a meal every one or two 


days constitutes quite a calorie item. 
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Shoul dit not be convenient to irri- 
gate the stomach before the morning 
meal, I generall ytry to have such pa- 
tients come in about noon or a little 
later, as an eight o’clock breakfast 
will have been fairly well disposed of 
by that time. It is much easier for 
both the subject and physician to have 
the stomach as empty as possible, for 
the washing out of great masses of un- 
digested aliment before the purpose- 
ful lavage begins, is provoking and 
time-consuming. 

The frequeney with which lavage 
can be profitably and harmlessly re- 
peated is another mooted question. 
Unless there is a decided interference 
with the proper emptying of the sto- 
mach, whereby there is a fermenting 
residue present, a daily lavage is sel- 
com wise. Many of these cases really 
do better with lavage on _ alternate 
days. In the presence of a hyper-sen- 
sitive gastrie mucosa, lavage should be 
performed with caution and not too of- 
ten. An occasional application of ni- 
trate of silver to the hyper-sensitive 
surface is beneficial, when not too of- 
ten applied. Constant and persistent 
lavage in such eases generally works 
more harm than good. 

In chronic gastritis, with excessive 
mueus, a lavage two or three times 
weekly is generally of aid. Daily lav- 
ages tends to produce irritation. 

The ‘‘lavage habit’’ into which some 
patients (oceasionally physicians) 
lapse, is a most unfortunate one. These 
individuals, having learned to use the 
tube themselves, and finding that the 
emptying of an overdistended stom- 
ach will bring about relief from epi- 
gastrie distress, make it a practice to 
hasten for the tube, and wash out the 
stomach with the first qualm. Some of 
these misguided sufferers wash out 
their stomach from two to four times 
daily, bring their bodies to the verge 
of caloric bankruptey by their unwise 
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zeal. It is allowable under certain cir- 
cumstanees to teach the patients how 
to administer to themselves a gastric 
lavage, as when they live in isolated lo- 
calities, or when it is impracticable to 
see the physician at the proper time. 
Such instruction, however, should be 
given only for good and sufficient rea- 
sons, an dthe patient should be admon- 
ished of the dangers that lie in wait 
for those who fly to the stomach-tube 
not wisely but too often. 
Iftherefore, gastric lavage js em- 
ployed for a definite purpose, under 
preper restrictions, in a deft manner, 
and not as a routine measure, it may 
be productive of great benefit; other- 
wise it is liable to cause harm, and to 
bring it, as a therapeutic method, into 
disrepute. 
FOLLICULOSIS VS. TRACHOMA IN 
OUR SCHOOLS—A WARNING 


By J. W. Jervey, M.D., Greenville, 8. C. 


ET UE suppose that in the alto- 

gether exeellent and normally con- 

stituted town of Newberry an epi- 
demic of disease has been uncovered. 
Owing to some disagreement, in the 
arly weeks of its discovery, there is 
considerable uncertainty as to whether 
this distemper is ordinary 
measles, which in this latitude at least 
is regarded more or less lightly, or 


merely , 


whether the cases are mild or early 
manifestations of the far more serious 
and dangerous smallpox. Under cer- 
tain conditions, everybody admits, the 
clinical appearances are similar. A 
publie health officer is ealled in to. de- 
cided the mooted diagnosis. With ad- 
mirable alacrity, and in spite of the 
cifieulties whieh thoughtful students 

ivht experience in deciding a point 
s9 pregnant with possibilities of con- 
{Read before the South Carolina Medical 


Association, Greenville, S. C., April 21, 
1920) 
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sequenece, he pronounces, ex cathedra, 
the fateful words which damn the love- 
ly and devoted town and the unfortun- 
ate victims as hosts of a loathsome dis- 
ease, filling the countryside with fear 
and horror, and demanding the uni- 
versal vaccination and re-vaecination 
of every human being within a radius 
of miles. 

Time passes, as it will do, in spite of 
Joshua or health officers, no matter 
how otherwise omnipotent or omnis- 
cient they may be. Strange to say, 
al lof these allegedsmallpox cases clear 
up, and while new eases appear, the old 
ones disappear, vanish into thin air, 
spurlos versenkt, gone without a trace 
being left behind—all, by some curious 
freak of nature, arrested in their incip- 
ieney, and without the occurrence of a 
single case of pustulation, umbilication, 
seabbing and pitting which all of us 
have been taught—alas! how foolishly 
it seems—to believe the characteristic 
clinical accompaniments of smallpox. 


Yet the still voice (but not the still 
voice) of authority decrees: 

‘“*T say that this is smallpox; there- 
fore small pox it is.”’ 

No reasons are offered as to why it 
is smallpox, save that often in the ear- 
ly stages the diseases may be easily 
confounded. <A round baker’s dozen 
of reasons, logically exposing the fal- 
lacy of the smallpox fantasy are of- 
fered for consideration, and scorned. 
The written opinions of many promin- 
ent internists and dermatologists are 
ignored ;the merry-go-round of life 
goes gaily on, and so by the magic 
biologie alchemy of the prestige-ous, if 
not positively prestidigitious, public 
health official, the mild-eyed little heif- 
er Morbilli is transformed into the 
wild-eved, raging monster Variola! 

I ask you, O doctors of a great State, 
how much of that sort of stuff would 
you swallow and stand for? 
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And now, to our mutton, as the gen- 
ial Frenchman says: 
In the preceding recitation of events, 


‘ 


substitute for ‘‘measles’’ the innocuous 


condition known as folliculosis or fol- 


‘ 


licular eonjunetivitis, and for ‘‘small- 
pox’’ the malignant disease of the eye 
known as trachoma; and there you 
have, at the snap of a finger or the bat 
of an eve, an understanding of the ac- 
tual conditions at present existing in 
that otherwise excellent and delectable 
little city of Newberry, S. C. 

Were it to stop there we might leave 
it, with a sigh, and a ‘‘what’s. the 
use?’’ But it has not stopped. The 
same authorities have discovered the 
alleged trachoma in Lexington county, 
and a campaign there against this 
pseudo monster is, IT am told at the 
time of this writing, being waged. Oth- 
er counties will certainly be invaded 
and thousands of defenseless children 
will be unjustifiably and eruelly com- 
pelled, on pain of exclusion from school 
to undergo a surgical operation at 
onee useless, unwarrantable and not 
without danger to the intergrity of the 
eyes, unless the profession of the State 
is awakened and warned. I cannot be- 
lieve that either the State Board of 
Health or the medical profession of 
this State, will, after the evidence is 
laid before them, permit a continuance 
of what a well-know Southern oph- 
thalmologist has characterized as a 
‘‘surgieal debauch’’ and what the late 
Nicholas Senn would have ineluded un- 
der his title of ‘‘The Furor Operati- 
vus.’’ So many, even the popular and 
brilliant Hayne, when in jovial and 
classis mood, doubtless speaks of it as 
the ‘‘eaeothes operandi.”’ 

It is not my intention here to go in- 
to tiresome details—those I shall re- 
serve for an audience where I have 
fewer friends, when I shall present a 
paper on this subjeet at the coming 
meeting of the A. M. A., with a rather 
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extensive bibliography. Here I shall 
endeavor to be as brief as the desire 
for fair comprehension by hearers will 
permit. 

In the early stages many eases of 
trachoma present clinical appearances 
indistinguisable from follicular  eon- 
juncetivitis by any known diagnestie 
method, macroscopic or microscopic. 
Only an imminent ophthalmologist 
would qquestion that faet—certainly 
eminent ones will admit in toto and 
without ado. But there, then and 
thereupon the exeuse for confusion 
ceases and determines, as they say in 
the law, for, given a doubtful ease, 
with opportunity for observation for a 
few weeks, or at most a few months, 
an dthe essential changes characteris- 
tie of trachoma will unditably appear 
if this be the disease with which we 
are confronted; if they do not so ap- 
pear then common intelligence tells us 
we are dealing with something else. 

(1 am informed that Dr. MeMullen, 
of the U. S. P. H. S., testified in a 
North Dakota court two years ago that 
from three to six weeks would be suf- 
ficient time to elapse to permit of a 
positive diagnosis by him of trachoma 
in any given case.) 

Furthermore, all authorities are 
avreed that no case of trachoma ean be 
cured in the sense that all traces of it 
can be eliminated. The only cure for 


trachoma is the destruction by ciecat- 


‘ization of the econjunetival mucosa o 
the evelids, whether this oceurs in the 
natural course of events, or whether 
it be hastened by treatment, surgical 
or otherwise. 

And still furthermore, while one may 
find here and there an ophthalmologist 
revelling in the irridescent dream that 
he ean by some procedure destroy off- 
hand, and in the twinkling of an eve, 
so to speak, the contagion of trachoma 
in any given infected eye, I venture 
the statement (and I have searched 
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the literature in the greatest medical 
library in the world) that few ,if any, 
recognized authorities on the subject 
will endorse such a elaim as even a 
possibility. On the contrary they all 
declare that the combatting of the dis- 
ease in any case requires, not days or 
weeks, but months and years, to check 
its progress and stay its inevitable 
course of destruetion, regardless of 
what method of attack be employed. 
It is one of the greatest unsolved and 
apparently insoluble problems of oph- 
thalmology. 

It may be taken as a fact as certain- 
lv as the finite mind can grasp certain- 
ty that the genius who goes about the 
sountry thinking he is quickly curing 
or rendering innnocuous, by any form 
of procedure whatsoever, one hundred 
per cent, or seventy-five percent, or 
fifty or ten or five per cent of the cases 
of real trachoma which he sees, is the 
vietim of a sad delusion either in his 
understanding of a eure, or his reecog- 
nition of the disease. As Allport has 
despairingly exclaimed: 

‘“‘There is no royal road to ecure.”’ 

What the mistaken ophthalmologist 
cures, if he cures anything, is follieu- 
losis, and the profession and the pub- 
lie should know and realize this fact. 
And here the cure is infiinitely worse 
than disease, for besides immediate 
danger to the eye from trauma and ex- 
ogenous infection (to say nothing of 
the possible risk of a general anaesthe- 
sia), the operator is deliberately and 
gratuitously destroying the integrity 
of a conjuctiva which would eventual- 
lv, even without treatment, return to 
complete normality and physiological 
function, and is substituting in its 
place cicatricial tissue of no physiologi- 
eal value and of certain potential dan- 
ger to the delicate structures with 
which it must come into contact. 

Let it be emphatically understood 
that I do not for a moment impugn the 
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motives of either our State Board of 
Health or the representatives of the 
U. S. Public Health Service who are 
concerned in this controversy. I am 
not only willing but glad to asservate 
that I think they have acted with en- 
tire honesty of purpose and with an 
eye single to the accomplishment of 
the greatest good for’ the 
number, according to their lights. But 
it may be that their lights should be 
trimmed and I claim the right and the 
honor to have a hand in the trimming, 
begging my hearers to remember that 
this controversy is not of my making 
or seeking, and that I was forced to 
enter it only after my diagnosis previ- 
ously and privately made, of a number 
of the Newberry cases, had been pub- 
liely refuted by the representatives of 
the U. S. Public Health Service and the 
State Board of Health. This, to keep 
the record straight. 

Now, what is trachoma? 

It is a chronic inflammatory disease, 
with acute exacerbations, primarily of 
the conjunctiva, of specifically infec- 
tious origin, of acute or insidious on- 
set, and characterized in its course by 


greatest 


three stages of conjunctival changes, 
namely : first, the so-called granular or 
follicular stage; second, the papillary 
or hyperplastic stage; and third, the 
cicatricial or connective tissue stage; 
to which must be added certain fre- 
quent corneal changes marked by ul- 
ceration, opacification and pannus. 

I hope and believe I am rigidly ad- 
hering to the exact letter of the truth 
when I say that taking Dr. John Me- 
Mullen, himself of the U. 8S. P. H. S., 
and his colleagues in the service, col- 
lectively in their published writings on 
the subject, they have subscribed to 
every point covered in the foregoing 
definition. 

Again, it is commonly accepted, and 
needs neither argument nor proof, that 
trachoma is a disease which isno re- 
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respecter of age. All ages are suscepti- 
ble (except that it is rarely encounter- 
ed in infants), though Fuchs, Swartz 
an dother notable authorities state that 
it oceurs more ferquently in adults 
than in ehildren. No observer has 
ever spoken or written, so far as I am 
aware, to the effect that the disease 
has a predilection for children, or that 
an epidemic of trachoma could oecur 
confined strictly to the children of a 
Whoever would risk de- 


liberately making such a 


community. 
statement. 
would, I belteve, be ineontinently 
laughed out of court by any jury of 
competent ophthalmologists. Yet the 
Publie 


Health Serivee are in effect assuming 


representatives of the U. S. 


this very attitude in this State of ours, 
and they are getting by with it offi- 
cially with our State Board of Health! 

I have been repeatedly informed by 
many members and their expressions 
have been in unanimous accord) of the 
Newberry profession that with one 
very doubtful exception, no ease of 
even suspected trachoma in an adult 
has ever been known by them to exist 
in the community; but this thing that 
has been dubbed trachoma has been au- 
thoritatively known to exist among the 
children of this very community (and, 
as a matter of fact, in every other com- 
munity) for months and years by com- 
petent ophthalmologists in Columbia, 
Augusta and Greenville. Many of the 
very children condemned in Newberry 
and excluded from the schools are 
known by myself and other responsi- 
ble witnesses to have had follicular 
conjunctivitis for periods varying from 
six months to two years or more. Some 
of them are better; many of them are 
worse; none show the changes abso- 
lutely essential to the establishment 
of a diagnosis of trachoma; no precau- 
tions whatsoever have been taken to 
avoid contagion; no outbreak of the 
real malignant trachoma has appear- 
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ed in Newberry; an dthese children 
still have follieulosis! And after these 
vears of exposure, without precautions, 
to this dangerous infection, this little 
city of some six or eight thousand 
souls, with a school population of say 
fifteen hundred children, can boast of 
but sixty-six eases of what anybody 
could even suspect of being trachoma, 
an dthese all occuring in children! 

Will the intelligence I see before me 
swallow this? Tell me this is the curse 
of a kind with that which decimated 
the armies of Napoleon in the Levant; 
that brought the hordes of Russia, 
(iermany and Austria to their knees; 
that foreed the demobilizing of the Bel- 
gian military and almost devastated 
that country and parts of France in 
the early ninteenth century; that even 
today is an uneconquerable scourge in 
Egypt, Syria, Palestine and other near 
East, causing millions to writhe in suf- 
fering and blindness? The very sug- 
vestion is ridiculous, absurd, grotesque. 

All competent observes agree, and I 
have repeatedly made the statement, 
that this same folliculosis, or follicular 
conjunctivitis, occurs among all school 
children throughout the world = in 
about the same proportion, just as ton- 
sils and adenoids occur in a fairly fix- 
ed percentage of all children. Indeed, 
follieulosis is itself nothing more or 
less than an adenoid hypertrophy, and 
where it exists in marked degree one 
will invariably find in the same child 
hypertrophied tonsils and nasopharyn- 
veal adenoids. Also refractive errors 
seems to be practically always pres- 
ent in these cases. It is precisely as 
sensible to operate on the one as the 
other, or to exclude a child from school 
for the one cause as the other, if it is 
done for the purpose of preventing 
other children from developing the 
condition. 

The incidence of marked folliculosis, 
so often mistaken for trachoma, occurs 
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in from two to six or eight per cent of 
all school children. It is invariably 
more common in the lower’ grades, 
gradually disappearing as the child- 
ren grow older. I have shown this to 
be the case in the examination of sev- 
eral thousand school children in Green- 
ville; the figures of the Newberry 
school show it; Oertel has shown the 
same thing in Augusta, Ga.; Josiah 
Smith in Charleston and Nardin in An- 
derson, S. C. The figures of the U. S. 
P.H.S. itself, giving results of examin- 
ations of many thousand school child- 
ren in eight or ten different States and 
covering a period of several years show 
the same proportion of this eye dis- 
ease; but the U. S. P. H. S. ealls it 
trachoma. The significance of the fact 
that this same proportion exists every- 
where, has evidently existed for years, 
with no noticeable variation, and that 
there has been no epidemic in these 
localities among adults, seems to have 
escaped entirely the keen discrimina- 
tion of the U. S. P. H. 8S. 

The fact that a few cities in this 
country, notably Philadelphia, exclude 
from school until treated and cured 
all children found with folliculosis (or 
as they choose to eall it ‘‘follicular 
trachoma,’’ which is a term used for 
this benign form of eye disease, in con- 
tradiction to ‘‘papillary trachoma,”’ 
the malignant form)—the fact that 
these children are \excluded has no 
weight in the argument pro or con tra- 
choma. It may be pointed out, how- 
ever, that although this has been done 
for years, the eases are still in evidence 
and no outbreak has occurred, I be- 
lieve. As remarked before, it would 
be quite as logical to try to stamp out 
the incidence of tonsils and adenoids. 

The same idea was tried in the New 
York Schools for a time but was dis- 
continued several years ago, as the fu- 
tility of it was recognized, as well as 
the harmless of the affection. There 








has been no inerease in the New York 
Schools and the proportion of inei- 
dence remains unchanged. 

On the proportionate basis establish- 
ed by the U. S. P. H. S. representatives 
in Newberry, there would be more than 
twenty thousand eases of trachoma 
among the school children of our State. 
I doubt if there is an ophthalmologist 
in the State who can show the records 
of as many as a dozen eases of real 
trachoma seen by him in South Caro- 
lian in the past twenty years. I have 
asked our State Board of Health for 
the records of trachoma reported here- 
tofore in South Carolina, and although 
it has for vears been listed as a con- 
tagious, reportable and quarantinable 
disease, I am informed that there are 
but two or three cases in the records. 
(I myself have reported three sporadic 
cases in the past five years.) Can this 
be because our medical profession is 
criminally ineompetent, or criminally 
negligent? Or is it beeause there is 
no trachoma problem here? 

I ask you. 

So far as has yet been shown, none 
of these thousands of eases presump- 
tively existing in the children of our 
State exhibit any of the essential path- 
ology of fran ktrachoma. There is no 
true papillary hypertrophy; none give 
evidence of past or present corneal in- 
volvement ; there are no connective tis 
sue or cicatricial changes; few or none 
of them show the frequent ptosis or the 
obscuration of the vaseular supply in 
the palpebral conjunctiva which is al- 
most chararteristic of papillary tra- 
choma, real trachoma. These cases, 
therefore, could only be trachoma in 
the light of one possible (to my mind 
impossible) hypothesis, and that is that 
they were all trachoma in the earliest 
stage, not yet showing the distinctive 
pathology of trachoma, and remaining 
indefinitely i nthis stage so that they 
may continue to be confounded with 
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the other diseases, folliculosis, whieh 
we know never gets beyond this harm 
less condition of simple adenoid hyper- 
trophy, exeept in its invariable reces- 
sion and complete disappearance and 
recovery. 

Who among vou is going to be ered- 
ulous enough to believe this, even upon 
the representations of so distinguished 
a corps of ophthalmological experts as 

supplied to us by our U. S. Publie 
Health Service? 

This will be by no means the first 
time that this service has been ques- 
tioned by the patriotism and_ intelli- 
ecnee of a community upon which has 
heen east the slur and stigma of the 
declaration of existence in its midst 
of this unelean and loathsome pestil- 
enee. But, unhappily, it would appear 
that the weight of official prestige has 
in most eases prevailed. This time, let 
us hope, reason and common sense sus- 
tained by irrefutable demonstrations 
and logie will assert themselves above 
mere personal opinion, unsupported by 
any evidence of proven facts, no mat- 
ter how exalted and lumious may be 
the authors of its expression. 

Now, my friends and colleagues, | 
have placed before you what I hope 
is an intelligent outline of the facts 
in the ease. It seems to me that he 
who runs may read. What are you go- 
ing to do about? Surely you are not 
eoing to sit supinely by and see a 
stranger within our gates lead our 
State Board of Health into a reeking 
well of error! They set up a man of 
straw and knock him down! But they 
flatten out your own children by the 
same token. Surely you will not per- 
mit yours and your neighbor’s child- 
ren to be gratuitously punished and in 
many cases positively and permanently 
injured for a cause that does not ex- 
ist ! 

May I suggest a plan for you? I am 


going to show you some of these cases. 
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Anybody can recognize them, for the 
lesions in most eases are prominent and 
plain as the nose on your face. Most of 
you, of course, not being trained oph- 
thalomogists will be unable and un- 
willing to venture an opinion as to 
whether they are cases of folliculosis 
or trachoma, but they will be either 
the one or the other. But old Father 
Time is the infallible diagnostician 
here. All you have to do is to find the 
cases and make note of them, by name 
and grade in the school. Then wait. 
If any of them are true malignant tra- 
choma, they will be heard from in no 
uncertain way before many weeks or 
months have passed, and you will cer- 
tainly have a frank trachoma epidemic 
on your hands, attacking all ages and 
manifesting all the characteristic 
stages. If they are not trachoma, 
nothing will happen, but you will have 
assisted in demonstrating faets that no 
amount of sophistry or theorizing ean 
subvert. 

So you will render a great service 
to your community and your State by 
helping to stop a threatened surgical 
onslaught upon the eyes of our chil- 
dren, which, while it is without doubt 
marked by honesty ot purpose, yet for 
unintentional reeklessness of conse- 
quences and eredulous confidence in of- 
ficial prestige is without even a sem- 
blanee of parallel in the medical his- 
tory of our State. 

Will you do this as soon as you re- 
turn from here to your homes, and will 
you advise me of your findings, so that 
we may collect a mass of evidence that 
will be overwhelming and unanswer- 
able? 

One word more and I am done. It 
seems to me that this unhappy incident 
emphasizes very strongly the import- 
ance of having a trained and well bal- 
anced ophthalmologist on the executive 
committee of the State Board of 
Health. The South Carolina Medical 
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Association is, under the South Caro- 
lian Statute, the State Board of Health. 
the Association, by election, nominates 
the members of the executive commit- 
tee, which acts as the State Board, and 
is responsible to this Association as a 
whole. In like manner, and therefore, 
this Association in its capacity of State 
Board of Health, is responsible to the 
people for the actions of its execu- 
tive committee. The buck is passed. 
It is up to you. 

For the love you bear your children; 
for the duty you owe to the children 
of those among whom you live and 
serve; for the broader duty you owe 
to the coming generations who are to 
be the inheritors of your beloved 
State; for the duty you owe in the pre- 
servation of the fair name of Carolina 
for sanity and sanitation (trachoma 
being characteristically a disease of 
general filth and personal sloth); and 
lastly for the jealous duty you owe to- 
ward the protection of your greeat pro- 
fession from the menace of becom- 
ing, unwittingly, the sponsor for 

mistake, 1 
friends and 


a hideous appeal to 


you, my colleagues, 
to take up the toreh and _ join 
in the fight upon this poliey of the 
U.S. Public Health Service that would 
on such a notoriously uncertain pre- 
text harass the happiness of ten thou- 
sand homes. Cremate this policy in 
the consuming pyre of your righteous 
wrath; lash it with a thousand ton- 
cues of flaming indignation, and drive 
its spirit, vanquished and discredited, 
like another pestilence, from the land 
we love! 

DISCUSSION: Dr. J. W. Jervey, 
Greenville, S. C. 

I wish to say that I am not organiz- 
ing an attack on the State Board of 
Health. Mauy of the officers of the 
State Board of Health are my personal 
friends, and furthermore if I had been 
in the recent controversy I should have 
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done just as they have done. I have 
received several letters advising me 
not to attack the United States Public 
Health Service. 
there was good reason to attack the 
United States Public Health Service 
I should not hesitate to do so any more 


I wish to say that if 


than a good Democrat would hesitate 
to eriticize President Wilson if he did 
not approve of his policies and they 
were not in line with his party. Now, 
I am not attacking the United States 
Public Health Service, but I think 
they have done some things that merit 
and justify criticism. 

Dr. E. F. Parker, Charleston: 

The absurdity of the diagonsis or the 
correctness of it does not excite me as 
much as it does Dr. Jervey because the 
question of diagnosis is one upon 
which every one is entitled to his own 
view, but the method of treatment and 
the positiveness of cure resulting and 
allowing the child to return to school 
as being harmless as a source of in- 
fection does excite my ire more than 
the qquestion of diagnosis. I have 
practiced many years and _ personally 
I seldom see a ease of trachoma. I 
have seen eases of follicular conjune- 
tivitis. As Dr. Jervey says there has 
heen some inerease in the number of 
and returned to the schools. Some 60 
eases have been operated on; T believe 
these cases. These children were oper- 
ated on in ten minutes. They had to be 
given an anesthetie and the conditions 
under which the anesthetic was given 
was not very satisfactory They were 
trotted in as though they were on a re- 
volving table and the whole 60 child- 
ren operated in ten hours, and at the 
end of two weeks every child was al- 
lowed to attend school as being no 
longer a menace to other children. 
That is an absurdity—infinitely more 
absurd than the mistake in the diag- 
nosis. Neither follicular conjunetiv- 
ities nor trachoma cases would be free 
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fro minfeetion for a much longer pe- 
riod than that. In the average ease 
the danger of infection exists for a 
much longer period than two weeks. 

Dr. J. A. Hayne, Columbia: In the 
first place I want to disclaim any 
knowledge of the differential diagno- 
sis between follicular conjunctivitis 
an dtrachoma. I would like to know 
why Dr. MeMullen was ealled upon to 
come into make a differential diagnosis 
between folliculosis or follicular con- 
junectivtis and trachoma. I am_s ex- 
tremely sorry for the eras ignorance of 
the ophtalmologists of South Carolina 
for not rising up an dasking, ‘‘ Why 
are you ereating these shambles?’’ But 
only one genius raised his voice and 
that was Dr. Jervey. 

This is the way it all came about. | 
know about it, but thank God I am not 
an opthalmologist. The operations 
were done in Columbia, not by one oph- 
thalmologist, but by several and when 
a protest was made to me that the 
children of Newberry County, not 
Newberry City, were being subjected 
to an operation which was costing them 
&75 a piece, and I also heard that there 
were many children there who would 
require operation, I sent two ophthal- 
mologists from Columbia to see wheth- 
er trachoma existed at that point. Both 
of these made a report that there were 
40 or 
mention was made of folliculitis or fol- 


50 eases of trachoma, and no 


licular conjunctivitis by these crassly 
ignorant ophthalmologists. 

The next step was a eall from these 
erassly ignorant ophthalmologists that 
I shoul destablish a clinie for trachoma 
and foolieular conjunetivitis had not 
been mentioned by anybody up to that 
time, although it is a condition so com- 
mon that it should be known to every 
one examining eyes in this State. 

Next came along newspaper articles 
saying that shambles had been created 


at Newberry. I have always been op- 
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posed to shambles. I have had my feet 
firmly planted all my life against 
shambles. I am opposed to the serap- 
ing of the backs of throats, the drag- 
ging out of tonsils and adenoids that 
will disappear in good time if left 
alone. So I was surprised that I should 
be accused of creating shambles. 

The next step was to find a surgeon 
to take charge of these shambles. 1 
found no one who would go. There 
were many ophthalmologists but the 
ment ophthalmologist, one who was 
so great that they could not spare the 
time so I had to fall baek on a Govern- 
ment ophthalmologists, one who was 
receiving only $2,500 a year, which is 
the ordinary weekly stipend of some 
of our ophthalmologists. This ophthal- 
mologist came, established a elinie and 
diagnosed the condition as follicular 
conjunctivitis. We then sent three 
ophthalmologists, one from Greenville, 
one from Columbia and one from Char- 
leston to Newberry to settle this dis- 
pute over the diagnosis. They made 
the usual exeuses, one had married a 
wife, another had bought a yoke of 
oxen ,ete. Finally we got two to go; 
one from Greenville and one from Col- 
umbia. They went over a series of 
eases and gave diametrically opposite 
opinions. One said the condition was 
folliculosis and the other said it was 
trachoma. Now when dodtors  dis- 
agree what is one to do? Should we 
have ealled all the ophthalmologists in 
South Carolina together to have a love 
feast and wrangle over the qquestion 
or should we appeal to the United 
States Publie Health Service and ask 
We did 
this and they send us Dr. John Me- 


them to send us an expert? 


Mullen, a Seotechman, a man _ who 
weighs well his words. He is not an 
orator or a flowery elocutionist, or a 
special pleader, or a lawyer, but a man 
who deals with plain facts. For seven- 
teen years he has made a special study 
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of this subject. He has been the ref- 
eree of the Government on this sub- 
ject and such men as Dr. deSchwein- 
itz and Dr. Weeks and other shining 
stars in ophthalmology come to him for 
advice in questions relating to tra- 
Shoul dthe State of South 
Carolina have appealed to that author- 
ity or shoul dit have to the ‘‘Pearl of 
the Piedmont’’ to settle the question? 

Dr. MeMullen said this was __ tra- 
choma. Now this Association has been 


choma. 


rent intwain as to whether a disease 
was chickenpox or smallpox. Some of 
us whose heads are crowned with 
baldness may remember when eminent 
physicians of this State were rent in 
twain as to whether a condition was 
chickenpox or Cuban itech. 

I should like to draw a parallel be- 
tween the present situation that which 
formerly existed in respect to small- 
pox. People use dto take smallpox as 
a matter of course. At one time’ in 
England that loathesome disease des- 
troyed the face of almost every young 
woman in that country, so that a 
young woman whor eached the age of 
twenty years without having smallpox 
and being disfigured was regarded as 
a great beauty. Now if trachoma were 
allowed to spread future generations 
could point to us with the same seorn 
that we now point to those who al- 
lowed small pox to ravage the popu- 
Do we want it said of us that 
we called trachoma a mild and innoe- 


lation. 


Board of 
Health exists to protect its citizens 


uous disease? The State 


against disease of all kinds, regard- 
less of ophthalmologists, urologists, or 
Where 
doctors disagree who is to be the 
judge? The State Board of Health— 
and that is why you put no specialists 
on your State Board of Health, but 
plain, common-sense general 


an yother ologists that exist. 


practi- 
tioners who know the function of all 
the organs of the body. 
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DIAGNOSIS OF PULMONARY DIS- 
EASES IN CHILDREN 


By W. P. Cornell, M. D., Columbia, 
South Carolina. 


Because of the wide range presented 
in the above title, and the limited time 
at our disposal, only a few points in 
the several diseases included will be 
touched upon, and these as briefly as 
possible. 

Tuberculosis 


cause | believe it is the most frequent- 


is considered first be- 


ly overlooked disease with which we 
It should be 
diagnosed if possible in its chronie pri- 


meet, in its early stage. 


mary stage, in which pathologically 
there exists only the lesion at point 
of entry and the involvement of the ad- 
jacent lymph glands. 

There are no diagnostic symptoms 
in this stage during infaney and child- 
hood. These appear only when exten- 
sion and activity is going on in adja- 
cent organs and tissues. 

Three general symptoms eGause sus- 
picion, and failure to find obvious ex- 
planations for these strengthens our 
suspicion of tuberculosis. Fever, sta- 
tionary or losing weight, and anaemio, 
if all 


eause, are 


obvious 
But 
may be absent if 


present and without 


very suggestive. any 


one or all of these 
the lesion is not active enough to pro- 
duce a toxaemia. Here the disease is 
possibly confined to and in the glands 
at the bi-fureation of the trachea, and 
those along the primary divisions of 
the bronchi, and there are only D’Es- 
pine’s sign and Roenagen ray by which 
their and the 
tuberculin test as evidence of the eaus- 


to recognize presence ; 
ative factor. 

D’Espine’s sign consists in hearing 
transmitted bronehophony over the 


vertebral spines below the seventh 


(Read before the Columbia Medical Soci- 
ety, June 14, 1920) 
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cervical. In infaney this sign is posi- 
tive only if heard below the third dor- 
sal spine ,though its presence over the 
three first dorsal spines is very suspici- 
ous. 

Roentgen ray will not show the en- 
larged glands at the division of the 
trachea, but it will show those distrib- 
uted along the primary bronchi, and 
gives very valuable aid. 

Pressure arising in 
with the 
nerve, or with the Vena Cava, are rare- 


symptoms con- 


nection recurrent laryngeal 
ly seen. 

These glands sometimes cause a dry 
irritative cough, especially in young 
that of 


progress as 


infants, which may resemble 


+ 


pertussis, but it does not 
does the latter. 
Expiratory dyspnoea, when present 
is chararteristic, and due to pressure 
on trachoma and bronchi. 
Tuberculosis is so common in infaney 
and without symptoms, that the Von 
Pirquet is done as a routine measure in 
many hospitals. It shows the presence 
which mean the 


badilli 


of anti-bodies, pres- 


ence of active somewhere in 
the body. 

Once the disease has progressed be- 
vond the firststage the signs of bron- 
chitis, consolidation or cavity forma- 
tion will develope, or a pleurisy, which 
will then be recognized as such. 

I think it is Dr. Holt who states that 
any infant who gives a history of ex- 


posure to tuberculosis should be eonsid- 


ered tuberbeula until proven other- 
wise. 

Bronchitis is seldom overlooked. The 
fretfulness, with fever and _ cough, 


soon followed by rales, dry and moist, 


large and small, seattered through 
both lungs, makes the diagnosis easy. 
Extension to the smaller tubes is indi- 
cated by increased temperature, pros- 
tration, ¢yanosis and dyspnoea, with 
great fine 


erackles all over the chest and back. 


increase of the very moist 
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The important thing to remember is 


that most eases of bronehitis are see- 


and of 


when primary 


ondary, greater danger than 


usually. Therefore, it 


seems possible to consider bronchitis 


as a svinptomatie disease, and to hunt 


for its cause. Infeetion of the naso- 


phanyvnx; existing malnutrition from 


eause: the Exudative  Diathesis, 


vith its 


any 


associated rhino-pharangitis, 


eczema, glandular enlargements, and 
apparent good health associated with 
a poor, flabby museulature. Reeall 


that bronehitis is not a 


vrippe but a complication. 


true part of 
Gastro-en- 
teric disorder of any duration is almost 


sure to beeome eomplieated by bron- 


chitis in infaney. sronechitis of the 
iner tubes cannot he differentiated 


from broneho-pneumonia by physical 
signs, but only by the short duration 
of the former as compared with the 
latter. 


Atelectasis gives postive signs only 
when the vesicles fill on inspiration and 


produce the fine erackles immediately 


unde rthe ear. Otherwise, the diag- 
nosis rests upon entire absence of 
breath sounds, which are present in 


pleural effusion, but distant. 
child’s 


diagnosis are: 


The chief peculiarities of a 
chest, as bearing upon 
The feeble musele development, with 
the soft, chest frame- 
These 
sion resonance so much that only the 


will 


vielding 


work. interfere with ‘pereus- 


lightest pereussion tap, which 
vield a true, clear tone, should be em- 
ploved. On the other hand, these same 


factors render the sense of resistance 
on percussion more distinet than in 
that 


evreater relative value than that of the 


adults, so this sign becomes of 
note obtained. 

Again, emphysematous dilation of 
the vesicles occurs with great ease and 
frequeney in infaney, so that in super- 
ficial 


those dilated air cells, both the pereus- 


consolidation, surrounded — by 
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sion notes and the breath sounds are 
modified. <A flat 
therefore, has added significance, es- 


obseured or note 
peseially if breath sounds are heard 
over the flat area ,tubular in quality 
and distant, or not immediately under 
the ear. An exploring needle is most 
certainly indicated under such cireum- 
stances. 

Remember that the horizontal posi- 
tion of the infant’s ribs makes abdom- 
inal and not thoracic, breathing normal 
at this age. The younger the infant 
the more nearly does the chest assume 
the full expansion position, an dthis 
destroys one of the main signs gotten 
in adults, namely, splinting of the af- 
fected side. Thorarie breathing in in- 
faney should demand investigation as 
to its cause. 

Irregular respiration, increased rate, 
slight dyspnoea, and retraction of the 
rib spaces on inspiration, have not the 
same significance as in later life. 

Remember that P. M. I. of the apex 
beat is higher further out than in adult 
life; that the pulmonie second sound 
than the 
second, and does not have the same sig- 


is normally louder aortic 
nificanee of inereased resistance t othe 
work of the right ventricle as it would 
in adults. 

Remember also, that the characteris- 
tie low tone muscle element of the first 
heart sound is present in infaney as in 
later life, and of the same significance, 
but more readily loses this characteris- 
tie low tone from toxie weakening of 
the left 

The pulse in infaney 


vintricle. 
is very erratic 
as to changes in rate, rhythm, foree 
and volume, and rarely gives such re- 
liable data as it does in adult life. 
Lobar Pneumonia occasionally  oe- 
curs without any physical signs, in 
which cases the diagnosis rests upon 
dilating 
the pause at the end of inspiration fol- 
lowed b yexpiratory grunt, the elevat- 


the dysnoeo with alae-nasi; 
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ed non-remittent temperature; the res- 
piration-pulse ratio of 1 to 3, or 1 to 2; 
and rigidity, or resistance to passive 
movements, of the upper extermities, 
This set of symptoms loses value if 
there is abdominal distension, as this 
may cause the dyspnoea and expiratory 
erunt. 
Again: That earliest sign, suppress- 
ed breathing over the involved area, 
may persist with nothing else except 
the compensatory, or exaggerated ves- 
icular, breathing elsewhere, and theh 
tubular expiration, 


prolonged upon 


which the diagnosis of consolidation 
rests, may show up only after the erisis 
has passed. 

If the consolidation is either superfi- 
cial, or central, in loeation, the sur- 
rounding emphysematous dilation may 
mask the signs, and only the X-Ray 
shows its presence. 

The commonest error we make is in 
mistaking compensatory breathing for 
tubular breathing, and we are chagrin- 
ed to find the consolidation show up on 
the opposite side of the chest, or in ad- 
jacent lobe, to where we had located 
the disease. We forget that 
breathing has the pause at the end of 


tubular 
inspiration, followed by’ the typical 
expiration which is as long or longer, 
as loud or louder, and of a pitch as 
high or higher, as that of inspiration. 
In compensatory breathing the expira- 
tion is neither as loud, as long, or as 
high pitched as that of inspiration. 

Almost all the text books emphasize 
this common mistake. In in doubt 
place the stathoseope bell over the tra- 
chea and compare the sounds, especi- 
ally the expiration, as heard in both 
places. 

Unless a consolidation is pretty firm 
we may get a hyper-resonant note on 
percussion, though bronchial voice and 
breathin gare present. 

In the earliest stages, when fever is 
high, and without physical signs the 
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blood helps greatly through its high 
numerical white count and the inerease 
in polyneuciear neutrophiles. Remem- 
ber that these cells are low in child- 
hood, being normally 30%, 36%, 38%, 
45% and 48% for the Ist, 2nd, 3rd, 
4th and 5th years, respectively, as 
against 65% in adult life. The total 
numerical counts are relatively high, 
however, being over 12,000 during the 
first eighteen months of life. 

Pleural Effusion: 


not? 


Is fluid present or 
Probably no other chest condi- 
tion so frequently causes difference of 
opinion between doctors unless it be 
the question of tubular versus com- 
pensatory breathing, or whether a 
pneumonia is Lobar or Broncho. 

The last thing I saw Dr. 


Richard 
Cabot do was to diagnose ‘‘no fluid’’, 
when immediately the aspirator draw 
off a large quantity. So we need not 
fiatter ourselves that we ean always 
diagnose fluid, nor need we feel too 
mis-diagnose its 


humbled when we 


presence. 


The most reliable signs are gotten 


outside the area involved, from mis- 


placed viscera. The Apex beat may be 
misplaced to the right in a left-sided 
effusion, but is not pushed to the left 
in a right-sided effusion unless it be 
If the lower border of the 

track of 


very large. 
liver is kept in right sided 
affections, it may give the best evi- 
dence of a right effusion when it be- 
comes tilted forward from downward 
pressure. <A toxie enlargement should 
also be accompanied by enlargement 
of the spleen, which readily reacts in 
childhood to toxaemias. 

My experience with X-Rays in fluid 
conditions has been disappointing in 
that I aspirated, and then removed by 
resection, a pint of pus from the left 
pleural sack, an hour after the X-Ray 
returned a negative report. The mis- 
placed apex, and other typical signs 
made me positive of its presence. 
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Inter-lobar pockets of pus can oe- 
easionally be diagonsed by following 
the lung sinuses along their course un- 
til, in an interspace, a tender point is 
found. I sueceeded in this on one oe- 
casion and aspirated about two 
drachms of pus, with almost immediate 
and permanent subsidence of the fev- 
er. I forget whose idea this is. 
Without misplaced viscera we may 
never be absolutely certain of fluid. I 
believe the tapping for diagnostic pur- 
poses is justified in any prolonged 
case where the lung signs do not clear 
up entirely and the breathing return to 
vesicular type, and the percussion 
note become clearly resonant. I would 
seleet that 


presents the nearest approach to flat- 


spot for aspiration which 
ness, provided the sense of resistance 
there, and if the 
sounds are tubular in 


is greatest breath 
character and 
accompanied by crackles immedi 
ately under the ear. 
As to whether the 


serum is more or less immaterial until 


fluid is pus or 


it is out, then its character may facili- 
tate diagnosis and prognosis. My 
commonest mistakes in aspirating have 
been the use of too small a needle, and 
in going in too deep and entering the 
lung. One quarter, to one-half inch 
will penetrate the sack unless. the 
pleura is very thick, or lymph masses 
intervene. In these conditions the 
needle stays still, and does not bob up 
and down with respiration, showing 
that the lung is not penetrated, and we 
To get 
of the needle 


the syringe must be disconnected. An- 


can easily push it in deeper. 
the bobbing movement 


other cause of failure is to enter the 
chest too low down in the pleural sack, 
where the liver hugs the chest wall 
through the diaphragm. 

I have never felt sure enough to di- 
agnose thickened pleaura. 

Emphysema is diagnosed 
through the hyper-resonant precussion 


solely 


note and the recognition of the exag- 


gerated vesicular breathing with its 


fade-away expiration. It is usually a 
secondary condition, and its causative 
disease should be recognized; as per- 
tussis; grip, with its dry, unproduc- 
tive tracheal cough; or obstructive 
conditions, as repeated croup attacks, 
or laryngeal obstruction from diphthe- 
ria also acute bronchitis. 
Broncho-Pneumonia, usually a _ sec- 
ondary condition, is diagnosed from 
diffuse 


bronchitis, bilateral, and accompanied 


the physical findings of a 
by severe prostration, with dyspnoea, 
cyanosis, and its history of some pre- 
vious causative illness. 

The greatest difficulty in diagnosis 
is encountered where, in lobar pneu- 
monia the right heart has weakened, 
and the chest is filled up with fine moist 
rales. Here we must be guided by the 
previous history. 

The onset in Broneho is gradual, 
without rigor, chill, or convulsion, and 
almost at once accompanied by signs, 
i.e., moist rales, which are bilaterial. 
The fever remits. X-Ray is not sure. 
In Lobar: Onset is abrupt, with con- 


vulsion frequently, and high fever 
which doesn’t remit; very few if any 
signs in lung, but often herpes labialis, 
which is seldom seen in Broncho. Child 
previously healthy. X-Ray shows the 
consolidation. 

Marasmic infants frequently die with 
a terminal broncho-pneumonia with- 
out signs, because they are too feeble 
to react with fever, cough, rales, ete. 

Asthma is diagnosed positively from 
bronchitis by ‘the eosinophilia. It’s 
etiology is the important thing to diag- 
nose and treat. 

In closing let me emphasize the fu- 
tility of 
child’s chest in any position where the 
two sides cannot be instantly 
pared. 


attempting to examine a 


com- 








180 


PLEA FOR RATIONAL UNDER. 
STANDING OF AUTOIN- 
TOXICATION 


(Continued from June issue) 


For instanee | would refer again to 
Lane’s statements concerning 
Has it 


been really shown that eystie disease of 


some of 


the results arising from stasis. 


the breast, cancer and duodenal ulcer 
are due to stasis? Has it been demon- 
strated that among a large number of 
sufferers with these conditions stasis is 
more common among those with none 
Duodenal 


men, stasis in women—yet 


of them? uleer is more 
common in 
we are told stasis eauses duodenal ul- 


cer! Bright’s disease! There are many 


nephritis—which does Lane 
mean? Let that point be settled and 
then let it 


riety stasis is most frequent. 


kinds of 
be shown that in that va- 
This is 
what is meant by a term being loosely 
it thus, 
would exeept not even the mightiest of 


used. Those who use and | 
our medical minds, know but little of 
the subject thev profess to discuss. If 
vou have the interest and the patience 
to read Lane’s many papers, you will 
find the whole strueture of his argu- 
ment coneerning autointoxieation rais- 
ed on a foundation not even of sandbut 
of faney, faney unguided by the scien- 
tific spirit and faney unconfirmed; on 
a foundation of imagination, which is a 
priceless garment to make our drab 
lives a little more colorful, but which is 
not a garment to wear in scientifie cir- 
eles, much less in a laboratory. In 
none of Lane’s clinical reports do we 


find 


amination mentioned, his case records 


even the customary routine ex- 
are meagre in the substance on which 
truths are founded, and some of his de- 
ductions would not escape active de- 
bate to say nothing of criticism in an 


undergraduate medica] society. 
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You may ask what then autointoxi- 
eation is? I do not know; but 
I do that it is 


culosis, Bright’s 


know not tuber- 


disease, | duode- 
nal uleer, myxedema, and the like. | 
Mus- 


ser’s laboratory only to have him dis- 


have made the diagnosis in Dr. 


cover a well defined clinical condition 
and our attempted deductions were so 
confused by the mass of contradictions 
almost daily encountered, that all the 
elaborate studies were futile as far as 
with a 
Adami 


many of the symptoms of 


providing us satisfactory 


diagnosis index. believes 


that 


intoxication 


auto- 


have been reproduced 
experimentally by him on the basis of 
sub-infection, that is, that on the hypo- 
thesis that bacteria are carried into the 
system and according to the virulence 
these bacteria, other 


and number of 


foci of infection are set up, but in these 
new foci, the bacteria do not multiply 
and produce suppuration. They are de- 
stroyed, (bacteriolysis), the toxins are 
liberated and the state of subinfection 
therefore, of the 
blood for bacilli eoli should be regarded 


results. Cultures 
as eminently indicated and have in eer- 
tain states of ill health, which might in 


| 


some hands be rewarded as autointoxi- 


cation, given valuable results. 

This theory does not account for the 
constipated patient with malaise, head- 
ache, dopiness, mental sluggishness, 
nausea, coated tongue, and poor appe- 
tite, all of 


mediately relieved by a 


whose symptoms are im- 
oo00d bowel 
movement. Surely a toxin cannot be 
for re- 
lief would not be so prompt—it takes 


responsible in these patients, 


from twelve to fifteen hours for the ar- 
omatie body to leave the urine after 
eating asparagus—and it is this dis- 
Alvarez, the 
protagonist of the 


erepaney which has led 


most _ brilliant 
anti - autointoxication 
bring forth a 
He feels certain 


group, to 


relatively new idea. 


‘that such symp- 
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toms as have been mentioned are 


caused by the mechanical  disten- 
tion and irritation of the lower bowel 
by fecal masses. He claims these symp- 
toms ean be reproduced by distending 
the reetum with foreign material, such 
as tampons, suppositories, and barium. 

\ivarez thinks that plugging of the 
lower end of the intestinal canal causes 
slowing of the downward current and 


scnds ripples up the bowel giving rise 


to regurgitation and belehing, also 
coated tongue, bad breath, in sort, 


‘biliousness.’’ 
One must plead for careful study in 
each case, and heart disease, kidney 


myxedema, hyperthyroidism, 


disease, 


tuberculosis, hypertension, and psy- 
chopathies et al, should each receive its 
appropriate diagnosis, and not be eall- 
ed autointoxieation not confuse the is- 
sue. ‘*There are a considerable num- 
ber of men, however, who examine 
their patients and who still believe af- 
ter finding nephritis, hypertension, ar- 
that 


these diseases are due, directly or indi- 


teriosclerosis, or gastrie ulcer, 


reetly to intestinal stasis. Some per- 
sist in this view even when it is shown 
that the Such 


men it seems to me are hopeless and 


patient has no stasis. 


heyond the reach of argument (AI- 
varez.)’”’ 
During the early days of the war 


some of us present had the always to 


be cherished experience of being as- 
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sociated with your president at Camp 
Sevier. At one of our clinical meetings 
in the Base Hospital, Dr. Pressly gave 
one of his memorable talks on ‘‘ Hook 
Worm.’’ other 


urged edueation of the 


Among things he 
and 
made the remark that to learn Truth 


one had to be under forty and thund- 


young 


ered: “After that age he is hopeless, 
and it is impossible for him to learnit.’’ 
He referred of course to education and 
applied to the hook 
problem, but must it be said also of au- 


truth as worm 


tointoxiecation, If so let us past forty 
take heed lest we fall in the pit of un- 
truthfulness to ourselves, and let those 
under froty take heed lest they enter 
not into the temptation of misrepresen- 
tation, for the way of the tempter au- 
tointoxication is along a popular road 
which leads but to disillusionment! 
Contrary to all who say the diagno- 
sis is easy, | say it is not easy. 
if one finds indican and goes 


I repeat 
no fur- 
ther, content to rest upon the test with 
a smile of satisfaction then the diagno- 
sis is easy but untrue! To-day we have 
no means of diagnosing autointoxica- 
tion and I am free to say believing it 
the truth that at 
qualified to make the diagnosis, grant- 
The 


more closely one studies kis eascs the 


present no one is 
ing that there is such a condition 
more rarely will he be inelined ts use 


this term, and the more often will he 
speak the truth. 
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COLUMBIA 


The following program was carried 
out at various Columbia Hospitals and 
was attended by a large 
physicians : 

CLINC DAY 
Columbia Medical Society, 


Columbia, S. C., June 8, 1920. 
PROGRAM 


Baptist Hospital, 9:000 A. M. 

Drs. Geo. H. Buneh and J. R. Boling: 
Thyro-Toxie Goiter. Loeal Anesthesia. 
The use of Dakin Solution with dem- 
enstration of cases. 

Columbia Hospital 9:00 A. M. 
Dr. LeGrand 


Guerry—Radieal Op 


eration for Careinoma of the Breast. 
9:00 A. M. 
Dr. H. F. Hoover—Two Operations. 


of Tonsils and Adenoids. 


11:00 A. M. 


Removal 


Dr. P. V. Mikell—Two Operations. 
Removal of Tonsils under loeal Anes- 
thesia and removal of Tonsils under 


general Anesthesia with operation for 
Trocoma on same patient. 
11:00 A. M. 

Dr. Robert Seibels—Watkins-Wer- 
theim Inter-position. 


10-1 

Dr. W. P. Cornell—Mongolian Ex- 
pression. 
10-1 

Drs. Wm. Weston and J. LaBruce 
Ward— Rickets, Haemophilia, Spas- 


mophilia, Mongolian type of Idiocy. 
Infee- 
tions Diarrhoe and Infantile Atrophy. 


11:00 A. M. 
Dr. F. M. Routh—Dark field diag- 


Acondroplasia, Feeding Cases. 


number of 


nosis of syphilis. (Other Laboratory 


work demonstrated throughout the 

day.) 

11-1 se 
Dr. Wm. A. Boyd—Paralytie Seol- 

Paralytie Pes Cavus. Paralytie 

Meta 


(Morton’s Toe) Congenital Club 


iesis. 
Equina Cavis. Anterior tarsal- 
gia. 
Foot 
Equina Varus 
Claw Feet 3rd Degree (Operated) 
Flat Feet. Mal-Union of Tibia. Arti- 


ficial Foot (Amputation at lower third 


Talipes 
Double 


(Corrected)  Paralytie 


(¢ yperated ) 


of leg) Posterior-Dislocation of Hip 
(Traumatic). 
11-1 

Dr. J. Heyward Gibbes—Diabetes- 
Hyperthyroidism. Myocardial Insuf- 


fiiciency. 


Baptist Hospital 11:00 A. M. 
De. C. L 
Mastoidectomy. 
Baptist Hospital 11:00 A. M. 
Mr. Geer 

pital. 
State Hospital for the Insane 
11:00 A. M. 
Drs. Williams, 
Beeler and Folk- 
Diseases. 
10-1 
(Sth floor Palmetto Building.) Dr. 
Schayer—Skin Diseases. 
Baptist Hospital 12:00 
Dr. M. H. 


of Urological 


Kibler—Tonsillectomy, 


Laboratory Baptist Hos- 


Munnerlyn, Horger, 
Mental and Nervous 


Wyman—Demonstration 


Cases and Administra- 


tion of Salvarsan. 





1-2 

Dr. F. M. Durham—Proctoscopie 
Examination. 
1:00 P. M. 

Dr. S. B. Fishburne—Removal of 
Tonsils. 
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Columbia Hospital 12-2 


Dr. H. W. Rice—Metastatie Arthri- 
tis in ‘‘Flu.’’ Bow legs and Knock 
Knees corrected by Osteotomy. Con- 


eenital disloeation of Patellae. 


1:00 P. M. 
Dr. Samuel 

1:00 P. M. 
Dr. B. D. Caughman 
Lunch 


Luneheon 


Harmon—Hystereetomy. 


Tonsilleetomy. 


At 2 o’clock a was ser- 
ved at both the Baptist and Columbia 
Hospitals. 
Columbia Hospital 3:00 P. M. 
Dr. J. H. 
3:00 P. M. 
Drs. R. W. Gibbes and Floyd D. 
X-Ray 


Demonstration of 


Taylor—Hernia. 


Treatment of Can- 
Mastoid 


Rodgers 
eer, and 
Chest Roentgenographs. 
Urological Surgery 
Columbia Hospital 3:00 P. M. 
Dr. WN: B. 


Stone in the Bladder with Cystoseope, 


Edgerton—Demonstration 


followed ly 


stone. 


operation for removal of 
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3:30 P. M. 
Dr. Theo. DuBose, Jr.- 
Lethargiea. 


Baptist Hospital 9:00 P. M. 


Encephalitis 


Dr. Theo. A. Quattlebaum—Two 
Operations. Tonsils and Adenoids. 
3:00 P. M. 

Dr. N. B. Heyward—Encephalitis 


Lethargica (Sleeping Sickness) Trans- 

position of Viscera. 

3 :30—4:30 
Dr. C. E. 

Treatment 

3:00 P. M. 
Dr. George Benet—Hysterectomy. 

Good Samaritan Hospital 3:00 P. M. 


Dr. James S. Fouehe — Fracture- 


Owens—General Clnie¢ in 


Room. 


Dislocation of Dorso-Lumbar Region. 


Correction by Laminectomy. 
Drs. Fulmer, Welbourne, Nelson and 
Miss 


in anestheties at all Operations. 


Fraser will give demonstrations 


Venereal Disease 
10-12 


Dr. S. E. 


of Salvarsan at 


W heeler—Administration 


Government Clinie, 


Gervais Street. 
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